leaves only carrier females to be accounted for, and at present a carrier can only be detected if she gives birth to a hmemophiliac son. Two of the daughters (V 3 and V 13) died very young. Then there was a female miscarriage (V 7) and a 'normal' sister (V 11) who did not marry. Some or all of these 4 should be carriers (the others being female hamophiliacs) for the inheritance to be correct.
Mrs M H fulfils the genetic, clinical and laboratory criteria necessary for the diagnosis of haemophilia (Merskey 1951) . REFERENCES Merskey C (1951) Quart. J. Med. 20,299 Treves F (1886) Lancet ii, 533 Carcinoma of the Breast in a Male T A Ogilvie FRCS S W, male, aged 66 May 1955: Admitted with a lump on the left chest of twelve years' duration. It had started as a small red area near the nipple and had grown slowly and progressively larger. Recently it had become ulcerated and the principal reason for his attendance at hospital was that his wife objected to the smell. On examination: There was an enormous fungating carcinoma on the left chest approximately 25 cm in diameter and extending from the clavicle to the sixth rib and from the sternum to the midaxilla. It was firmly fixed to the chest wall but the axillary lymph nodes were not enlarged and there was no evidence of distant spread. Investigations: X-ray of the lungs and chest wall showed no evidence of pulmonary deposits and no radiological evidence of involvement of ribs or sternum. Cases Pathology (Dr R D Reid): Tissue obtained by incisional biopsy disclosed polygonal cell trabecular and tubular carcinoma. There was much lipoid material in the cells. Treatment and progress: The patient was initially treated with stilbtestrol 60 mg daily but this dose was gradually reduced to 15 mg daily. The tumour began to shrink shortly after therapy was commenced and the ulceration healed. After treatment for seven months the tumour had shrunk to onequarter of the original size and now formed a flat, indurated mass on the chest wall measuring 9 x 10 cm.
Since early in 1956 the tumour has remained unchanged (Fig 1) . There is no axillary lymph node involvement and no evidence of distant metastasis. The patient remains fit and well and is in full employment. He continues to take' stilboestrol 15 mg daily.
Discussion: This man has now had a carcinoma of the breast for seventeen years. For the past six years it has remained stationary without evidence of spread and the patient and tumour are living in harmony.
No further treatment is contemplated unless this relationship breaks down and the growth begins to spread. History: Admitted to a surgical ward in January 1960 with ulceration and cellulitis of the lower left leg (Fig 1) . There was some initial improvement with antibiotics but skin grafting failed. Rapidly spreading gangrene of the skin of the left leg then developed, also bedsores and gangrene of both buttocks. (March 1960) : substantial ulcerative colitis. Treatment and progress: She was given blood transfusions, prednisone and tetracycline. Her general condition gradually improved and the diarrhoea subsided.
Acute Ulcerative Colitis Presenting with Skin Gangrene
March 1960: Metastatic abscess developed in left forearm.
April 1960: Skin grafts to left leg and buttocks were successful. Steroids were discontinued and sulphasalazine substituted. Her condition steadily improved and she was mobilized. The colitis was quiescent.
October 1960: Further skin grafting was followed by a relapse of colitis which responded to prednisone and sulphasalazine.
May 1961: Satisfactory progress since last relapse and colitis quiescent. Summary: A patient with acute ulcerative colitis who presented with extensive skin gangrene of the leg and buttocks. Remission of the colitis followed medical treatment and the skin lesions were then successfully grafted.
Spontaneous Hypoparathyroidism S A Propert MA FRCP
A G, male, aged 13. History: A year before admission he first complained of 'pins and needles' in his hands and feet and at that time he had been given calcium em-pirically with complete relief. He thereafter remained well until a week before his recent admission when his parmsthesiFe reappeared. He had no other complaints.
His past history and family history were uninformative but it was noted that he did not like milk. On examination: An intelligent, well-built child, normal sized for his age. Teeth and nails normal. No cataracts in the eyes; no signs of ectopic calcification. C.N.S.: all reflexes exaggerated but equal on both sides. Plantar responses flexor.
Chvostek's and Trousseau's signs positive. Pool's and Schlesinger's signs negative. Investigations: Serum inorganic phosphate 8 (normal 2 5 to4 5), calcium 6 4 (normal 9 to 10 5 Fecal fat content normal. Ellsworth-Howard test: the response was in favour of the diagnosis being one of a primary hypoparathyroidism.
Treatment andprogress: Following the Ellsworth-Howard test his serum calcium and phosphorus levels returned to normal and he became asymptomatic. He was discharged taking vitamin D, 50,000 units and calcium gluconate 4 g daily.
Pneumatic Drill Injury

R N Jones Mch FRCS
The patient, a man of 35, was first seen in June 1960 and admitted for investigation. He used a pneumatic tool at work and on May 2, 1960, he received a severe jolt when a pneumatic chisel broke. Since then his left hand had felt numb and cold, and its colour had varied between white and blue. He was a trade union official and knew all about Raynaud's disease.
Cyanosis of the hand was not usually evident, but it was observed from time to time by the Ward Sister. There was glove anesthesia of the hand but no muscle wasting. No evidence of a cervical rib was found.
He was referred to a neurologist who recommended return to work. However, his symptoms became worse and he was readmitted to hospital in April 1961 as the hand was now always cold and cyanotic and felt as if he had 'pins and needles'. An arteriogram revealed a block in the
